Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Agency’s Name: Wilson Homecare CHAPTER 700

Address: Inspection Date: January 15, 2021 Initial
1221 Kapiolani Boulevard, Suite 940, Honolulu, Hawaii

96814

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NOT
RECEIVED WITHIN TEN (10) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED ONLINE,
WITHOUT YOUR RESPONSE.



RULES (CRITERIA)

PLAN OF CORRECTION Completion
Date
§11-700-7 Service plan. (a) PART 1
A supervisor shall develop with the client or the client’s
representative, or both, a service plan for home care
services, which shall be signed by the supervisor and the DID YOU CORRECT THE D EFICIENCY?
client or the client’s representative and incorporated into
the client’s record. USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
FINDINGS
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-700-7 Service plan. (a) PART 2
A supervisor shall develop with the client or the client’s
representative, or both, a service plan for home care
services, which shall be signed by the supervisor and the FUTURE PLAN
client or the client’s representative and incorporated into the
client’s record. USE THIS SPACE TO EXPLAIN YOUR FUTURE
FINDINGS PLAN: WHAT WILL YOU DO TO ENSURE THAT
e ——— ¥
Client #1- Service plan dated 9/24/20 was not signed by the F_“"_"',"F.—"ﬁ .DOESN T HAPPEN AGAIN? 7’/2'(410“

client or the client’s representative.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-700-9 Administration and standards. (d)(3) PART 1
The home care agency shall:
Document that every employee and volunteer, who has DID YOU CORRECT THE DEFICIENCY?
direct client contact, has an initial and annual tuberculosis
(TB) clearance in accordance with the most current and USE THIS SPACE TO TELL US HOW YOU
updated guidelines in chapter 11-164 Hawaii administrative CORRECTED THE DEFICIENCY
rules prior to their first contact with clients;
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-700-9 Administration and standards. (d)(3) PART 2
The home care agency shall:
Document that every employee and volunteer, who has FUTURE PLAN
direct client contact, has an initial and annual tuberculosis
(TB) clearance in accordance with the most current and USE THIS SPACE TO EXPLAIN YOUR FUTURE
updated guidelines in chapter 11-164 Hawaii administrative | PLAN: WHAT WILL YOU DO TO ENSURE THAT
rules prior to their first contact with clients; IT DOESN’T HAPPEN AGAIN?
FINDINGS :
Record shows that employee #1 did not have the required MW/ PM'J ’ l/ ' 8’, oy

TB clearance signed by a physician or an advanced nurse
practitioner.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-700-9 Administration and standards. (d)(4) PART 1
The home care agency shall:
Conduct criminal background checks in accordance with DID YOU CORRECT THE DEFICIENCY?
section 321-15.2, HRS, to ensure that all employees and
volunteers who provide client care or who supervise staff, USE THIS SPACE TO TELL US HOW YOU
including the administrator, do not have a history of criminal CORRECTED THE DEFICIENCY
conviction, abuse, neglect, threatened harm, or other
maltreatment against children or adults bearing a rational . ,
relationship to the duties and responsibilities of their QEW ING UmFMlOE.— e l M or{

position in accordance with state and federal laws, and
prudent business practice. Relevant charges include but are
not limited to assault, abuse, neglect, or theft;

FINDINGS

Record shows that employee #2 had positive Ecrim
(background check) results on 4/14/20, and there was no
evidence of exemption approval from the department.
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RULES (CRITERIA) PLAN OF CORRECTION Completion

Date

§11-700-9 Administration and standards. (d}(4) PART 2

The home care agency shall:

Conduct criminal background checks in accordance with FUTURE PLAN

section 321-15.2, HRS, to ensure that all employees and

volunteers who provide client care or who supervise staff, USE THIS SPACE TO EXPLAIN YOUR FUTURE

including the administrator, do not have a history of PLAN: WHAT WILL YOU DO TQO ENSURE THAT

criminal conviction, abuse, neglect, threatened harm, or IT DOESN’T HAPPEN AGAIN?

other maltreatment against children or adults bearing a Futwis. 7 , ’ 2

rational relationship to the duties and respensibilities of their W {\ﬁ/ Lo

position in accordance with state and federal laws, and
prudent business practice. Relevant charges include but are
not limited to assault, abuse, neglect, or theft;

FINDINGS

Record shows that employee #2 had positive Ecrim
(background check) results on 4/14/20, and there was no
evidence of exemption approval from the department.
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Licensee’s/Administrator’s Signature

Print Name:

Shdiuy Dilson

Date:
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